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TuberculosisOsteoarticular tuberculosis is a rare type of tuberculosis. The spine is the most frequent
location, while peripheral locations in the limbs are rare. We report a case of tuberculous
osteoarthritis of the metatarsophalangeal joint of the first ray of the foot in a 48-year-old
woman.
The patient presented with painful swelling of the dorsum of the big toe, insidiously
evolving for 6 months. Diagnosis was obtained with histological study after surgical biopsy.
Antitubercular chemotherapy for 12 months promoted healing.
Through this clinical case the authors describe the epidemiological, diagnostic features,
and treatment of osteoarticular tuberculosis and discuss the causes of delayed diagnosis
often encountered in these exceptional locations and differential diagnoses, gout in partic-
ular, for this particular case.
 2016 Asian-African Society for Mycobacteriology. Production and hosting by Elsevier Ltd.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/
licenses/by-nc-nd/4.0/).Case report
We report a case of a 48-year-old woman without any
pathological history or prior notion of tuberculous conta-
gion. She presented with swelling of the big toe of the
left foot, evolving for more than 6 months. The toe was
slightly painful, without local inflammatory signs. She
had no complaints regarding any other joints. There
was no history of fever, weight loss, loss of appetite,
trauma, or septic inoculation, and the patient was notimmunodeficient. She was taking analgesics for months
without improvement.
A clinical study revealed swelling of the big toe and the
metatarsophalangeal joint of the big toe was painful to
palpation and to mobilization (Fig. 1). The pleuropulmonary
and musculoskeletal study was without any abnormalities.
Radiography of the foot revealed a near-total destruction of
the metatarsophalangeal joint of the big toe (Fig. 2). A blood
test showed an elevated erythrocyte sedimentation rate
(48 mm/h) with a normal white blood cell count.
Fig. 1 – Clinical appearance before treatment.
Fig. 2 – Radiological appearance before treatment.
Fig. 3 – After 6 months of medical treatment.
Fig. 4 – After 10 months of medical treatment.
Fig. 5 – After 15 months of medical treatment.
344 I n t e r n a t i o n a l J o u r n a l o f M y c o b a c t e r i o l o g y 5 ( 2 0 1 6 ) 3 4 3 –3 4 5A surgical biopsy was performed. The histological study
revealed granulomatous inflammation with caseous necrosis
confirming the diagnosis of tubercular osteoarthritis. Che-
motherapy was prescribed for 12 months, consisting of four
antitubercular drugs (isoniazid, rifampicin, pyrazinamide,
and streptomycin) over 2 months followed by bitherapy (iso-
niazid and rifampicin) for 10 months.
Clinical control revealed an improvement with pain relief
and a reduction in the volume of the swelling. Radiological
control showed a progressive regression of the bone destruc-
tion with osseous reconstruction (Figs. 3–5).
Discussion
Despite the relatively limited attention to tuberculosis, it
remains one of the major infections that causes death around
the world [1]. Osteoarticular tuberculosis (OAT) represents 2–
5% of all tuberculosis localizations and 11–15% of extrapul-
monary tuberculosis [2]. In at least 50% of cases the main
location is the spine [3,4]. Localization in the foot and ankle
is rare and involvement of the metacarpal phalangeal joint
is exceptional. To our knowledge, this is the first case ever
reported of OAT of the metacarpal phalangeal joint of the
big toe.The location of tuberculosis at the metatarsophalangeal
joint of the big toe is misleading and poses a differential diag-
nosis of gout, explaining the diagnosis delay and the impor-
tance of bone and joint destruction.
While many authors attach trauma as a trigger in the
development of OAT by reactivating dormant Koch’s bacillus,
others think that trauma could simply be the reason for con-
sultation [5].
The nonspecific clinical features explain the delayed diag-
nosis. The main clinical manifestations are pain and swelling.
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weight loss are rare. At an advanced stage, a fistulization to
the skin could be observed [6]. The intradermal tuberculin
reaction test is positive in 90% of cases of immunocompetent
patients, but its negativity does not exclude the diagnosis of
tuberculosis [7].
Plain radiographs show soft tissue swelling at first, then
decalcification, and at least progressive bone destruction.
Martini [8] proposed four stages of radiological classification
from discrete epiphyseal osteoporosis to complete joint
destruction with deformity [9].
Magnetic resonance imaging remains the investigation of
choice because it is sensitive from the beginning of the infec-
tion and can distinguish infected bone areas from healthy
zones and shows precisely the extension to the soft tissues,
the surrounding joints, and studies synovial hypertrophy
and cartilage destruction; however, it remains an expensive
tool.
Clinical features and laboratory tests are usually helpful to
guide the diagnosis. The bacteriological and histological anal-
ysis after surgical biopsy remains essential for confirmation
[10]. OAT is a paucibacillary form in which themycobacterium
tuberculosis is a quiescent, slow multiplication type. Some-
times the diagnosis of OAT is difficult given its paucibacillary
nature. Diagnosis is confirmed using the polymerase chain
reaction method. This technique is based on the detection
of the mycobacterial DNAwith a specificity of 92–98% [11,12].
The treatment of OAT mainly consists of long-term antitu-
bercular chemotherapy: isoniazid, rifampicin, pyrazinamide,
and streptomycin for 2 months, and then isoniazid and rifam-
picin for 10–14 months, along with immobilization which
leads to a progressive eradication of the Mycobacterium tuber-
culosis, whereas the radiological lesions improve slowly until
complete osseous reconstruction leaving painful sequelae
and deformities [13].
Surgical treatment is indicated in cases of medical treat-
ment failure, when synovitis persists, or in cases of fistuliza-
tion or abscess. Finally, surgery can correct deformities and
painful sequelae [14,15]. Arthrodesis in the foot and ankle
are the gestures usually indicated at this stage.
Conclusion
Tuberculous involvement of the foot is still an exceptional
localization of tuberculosis evolving, in an insidious way, with
poor clinical presentation and usually a delay in diagnosis.
In cases of long standing pain and swelling of the big toe
mimicking gout, tuberculosis should be suspected, especially
in an endemic country. Efficiency of antitubercular treatmentremains undisputed with a progressive regression of bone
destruction and osseous reconstruction with good functional
outcome.
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